Buzzard: Spastic Quadriplegia numerous small metallic fragments representing the burst core of the bullet; these fragments are all superficial except a tiny one which is apparently within the vertebral canal at the level of the sixth cervical vertebra, the arch of which is fractured. The upper border of the scapula in the neighbourhood of the supra-scapular notch shows evidence of injury. Thus a single missile has divided the supra-scapular nerve, cut the first dorsal root close enough to its origin from the cord to implicate the cervical sympathetic fibres, and finally produced a hemisection of the cord itself.
numerous small metallic fragments representing the burst core of the bullet; these fragments are all superficial except a tiny one which is apparently within the vertebral canal at the level of the sixth cervical vertebra, the arch of which is fractured. The upper border of the scapula in the neighbourhood of the supra-scapular notch shows evidence of injury. Thus a single missile has divided the supra-scapular nerve, cut the first dorsal root close enough to its origin from the cord to implicate the cervical sympathetic fibres, and finally produced a hemisection of the cord itself.
Patient says the bullet was found in his coat collar. Immediate paralysis and loss of sensation in trunk and all four limbs. For some time after being hit he was unable to speak and his breathing was much embarrassed. He was compelled to take quick short breaths. There was retention of urine at first, but in a few hours the bladder began to empty its contents automatically.
In a little over a week he was able to move his right great toe voluntarily, and three or four weeks later his-left great toe. Voluntary power in his lower limbs improved steadily. About two months after he was wounded he could flex and extend the right thumb at the metacarpo-phalangeal joint. Sensibility in the trunk and limbs also began to recover and he regained some control over the bladder and rectum.
SUMMARY OF PRESENT STATE.
He has become, perhaps, too resigned to his disability. Pupils: Right larger than left. Both are regular, central, and react well to light and on accommodation. Both dilate on shading, but the left sluggishly and with small excursion. Left palpebral fissure is narrower than right. Otherwise cranial nerves are normal. Motion: He can perform all movements voluntarily. The legs are better than the arms and the right arm and leg better than the left arm and leg. Voluntary effort is handicapped by the muscular hypertonus. Of arm movements, adduction is performed better than abduction at shoulder and he finds it easier to move the arm backwards than to bring it forwards; at the elbow, extension is better than flexion, and pronation of the forearm than supination; at the wrist, extension is a little stronger than flexion. The fingers are used clumsily. On attempting to extend the fingers the hand remains somewhat flexed at the wrist, though less so than when the arm is lying at rest. When he makes a fist the hand is strongly extended at the wrist. He can oppose the thumb to the little finger but, like all other movements, opposition is performed slowly and deliberately. Muscular relaxation, on command, is delayed. On asking him to clench the hand and then to open it quickly, a quite appreciable interval elapses before the command is begun to be carried out and the movements are performed slowly and in a jerky fashion. When the patient flexes or extends either leg against resistance, the arms flex involuntarily at the elbow, extend at the wrist, and the fingers and thumb fan out; being extended at the metacarpo-phalangeal joints and slightly flexed at the interphalangeal joints (claw-hand). He can now walk for a short distance without support, though he has considerable difficulty in keeping his balance on account of the general extensor rigidity. He has to watch his feet carefully.
Posture: As he lies in bed the arms are adducted at the shoulders, almost completely extended at the elbows, slightly flexed at the wrists, the hands not being quite in line with the forearm, which is fully pronated; the fingers are extended, the thumb adducted and opposed to the palmar surface of the index finger, and the fifth finger a little abducted from the fourth. The lower limbs lie on the bed extended at hips and knees and rotated out; the feet point and the toes are somewhat adducted and in line with the feet. The right arm and leg are less rigid in their posture than are the left arm and leg. The patient, as a rule, sleeps lying almost supine, his shoulders flat on the bed, with his head rotated to one side, the arms extended along the trunk, the right hip slightly elevated, and the legs flexed at hip and knee, the left leg lying under and just behind the right. When he stands up, with his body bent forwards, his arms hanging straight and stiff and a little in front of his trunk, his neck flexed and rigid, he is the picture of helplessness and immobility.
Tone: All the muscles of the trunk and four limbs are hypertonic except those of the ulnar fingers. Tonus preponderates in the extensor muscle groups, hence the prevailing posture of the trunk and limbs. Resistance to passive movement is greatest when the arms are being abducted or rotated at the shoulder, flexed at the elbow, the forearms supinated, the wrists extended, and the thumb abducted. The ulnar fingers are comparatively mobile. In the lower limbs the adductors of the thighs are more tonic than the abductors, and the extensors of the thighs, legs and feet than the flexors. Hypertonicity is greatest in the muscles controlling the large joints, and is least in the small muscles of the fingers. If the arm is passively flexed at the elbow with quick jerks the resistance encountered is quick and sudden, as if the triceps had taken up a new posture for each varying length. This " lengthening reaction " can be evoked over a wide range of different lengths of the muscle. It is obtained with all the muscles of the arm and thumb, but is most evident in the adductors of the shoulder, the extensors (triceps) of the elbow, the pronators of the forearm, the flexors of the wrist, and the adductors of the thumb. The extensors of the trunk and lower limbs show the reaction less clearly.
Involuntary movements: An emotional disturbance such as a fright may cause the arms to jerk forwards, but the most interesting involuntary movement in the arms is the following: It is a sudden and violent spasm in which there is adduction and internal rotation at the shoulder, extension at the elbow, extreme pronation of the forearm, slight flexion at the wrist, and hyperextension and adduction of the fingers, the index passing below the middle finger and the little finger below the ring finger. The thumb is adducted and opposed, the terminal phalanx remaining hyperextended. The hand and fingers form a cone and the palm looks backwards and outwards. It may be brought on by a fright or by a tickling feeling in the nose. Flexor and extensor spasms of the lower limbs still occur, but they are less frequent than formerly.
Reflexes: All the tendon reflexes are much increased. Flexion of the lower limb with upgoing toes is evoked by scratching the sole of the foot. With it the opposite lower limb extends. The extensionrotation reaction in the arm can be easily excited by scratching the palm of the hand, the inner aspect of the arm or the front of the chest, between the second and sixth ribs. The threshold of stimulus is lowest in the palm and on the chest between the third and fourth ribs. The complete response is as follows: The stimulated arm is suddenly and vigorously thrust backwards. It is extended, adducted and rotated inwards at the shoulder, extended at the elbow, completely pronated, flexed at the wrist, the fingers being extended and in such a position that they form a cone with the middle finger in front and the thumb in the palm. The palm of the hand looks backwards and outwards. At the same time the trunk is rotated towards the stimulated arm, the opposite arm is adducted and rotated outwards at the shoulder, and slightly flexed at the elbow, while both lower limbs are extended, the ipsilateral more than the contralateral limb. The new posture is maintained for some seconds, though the exciting stimulus is brief, and then the body and limbs slowly assume their position of rest.
Sensation: All aspects of sensation are affected in the armns, trunk and lower limbs. Recognition of changes in posture, and of size, shape and form are grossly defective, especially in the hands and feet.
Bladder and rectum: He has almost complete control over the functions of the bladder. He still requires to take laxatives every day.
An Unusual Case of Complete Bilateral Spastic Paralysis of Face, Jaw, Tongue and Larynx, following an Acute Illness.
By JAMES COLLIER, M.D.
W. B., A GIRL, aged 10, was in every way healthy and normal until 6 years of age, when she is said to have contracted scarlet fever. Three weeks later, when convalescent from the scarlet fever, she is said to have acquired meningitis, the symptoms of which consisted in her developing a squint and becoming unconscious, and lying semiconscious for three weeks. Her limbs were not paralysed during this time. She has never been able to speak nor to move her face voluntarily, nor to eat nor swallow naturally since regaining consciousness. She is a very intelligent child and she writes well. With the exception that there is slight perversity of movement in the use of the fingers (she constantly uses the middle finger of both hands instead of the index finger for acts involving approximation with the thumb), the condition of the limbs and trunk are in every way normal. The ocular movements are normal, and are performed at command. With the exception of retraction of the angles of the mouth, there is no volitional nmovement of the face, jaw, tongue or larynx. The face is in spasm, as shown by the frowning expression and the retraction of the angles of the mouth.
